Patient Personal Information
These forms are CONFIDENTIAL and are vital to help us determine the best possible treatment for you. Please fill out all the forms to the best of your knowledge.

	Today’s Date: ___________/____________/_____________

                                     Month                     Day                    Year

	Name: _________________________________  ___________________________________  _________

                                           (Last)                                                                                (First)                                                   (M.I.)

	Home Address:  _______________________________________________________________________________

City: ___________________________________________ State: ___________ Zip: ________________________

Phone #’s: Home ________-_________-_________________      Cell: ________-_________-_________________

E Mail Address: _______________________________________________________________________________

	Date of Birth: ____/____/______ Age: ___ Sex: ( Male  ( Female   Marital Status: ( Single ( Married ( Other

	S.S.N: __________________________________ 

	Emergency Contact # ______/______/______ Relationship: __________________________

	Employed: Yes: ___ No: ___ Retired: Yes: ___

Employer’s Name: ________________________________ Occupation: __________________________________

Employer’s Phone #: ___________-__________-_______________

	Health Insurance: Yes: ___ No: ___   Insurance Company’s Name: ______________________________________

Insured Name: ____________________________________ ID# ________________________________________

Insured Date of Birth: ________/_______/________

                                        Month            Day              Year

Relationship to Insured: Self: ______ Spouse: ______ Child: ______ Other: ______

18 years and under, person’s name responsible for your treatment: _______________________________________

	Have you had acupuncture treatment before? Yes: ____ No: ____

	Whom may we thank for the referral? ______________________________________________________________




Name: ______________________________________________   Date: _______ / _______ / _________________

Height: _________ Weight: __________      

	Chief Complaints (What are the chief complaints you would like us to help you with?)
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	How long have you had this particular problem? (Be specific)? 



	What other forms of treatment have you sought? 



	Are you taking any medications? If yes, Please list all:

_______________________________________________________________________________________________________________________________




( Pain began: ( Gradually  ( Suddenly  ( Don’t know

( Is your pain worse when you: ( Sit  ( Bend  ( Walk  ( Run  ( Exercise  ( Lift  ( Push  ( Pull  ( Rest 

                                                   ( Other: ________________________________________________________

( Is the pain: ( Burning ( Stabbing ( Sharp ( Dull/Achy ( Numb ( Constant

( Which of the following areas do you have pain, discomfort, or restriction of motion: 

    ( Neck ( Shoulder( Arm ( Hands ( Wrist  ( Upper Back  ( Mid Back  ( Low Back  ( Pelvis  ( Hip  

    ( Legs  ( Knees  ( Feet  ( Ankles  Other: ______________________________________________________

( Does your Pain travel: ( Yes   ( No   If yes, describe: ______________________________________________

( When is the pain worst: ( Morning  ( Afternoon  ( Evening  ( Night 

( Does your pain interfere with your: ( Work  ( Sleep  ( Daily routine 

( How would you rate your pain on a scale 1 to 10, with 10 being the most extreme:  1   2   3   4   5   6   7   8   9   10

HEALTH CONDITIONS

( Surgeries: _________________________________________________________________

( Traumas: (Auto accident / fall / other:) ____________________________________________________________

( Allergies: (Drugs / Chemicals / Food/ Other:)_______________________________________________________

Please check all that apply to you.
	( Allergies
	( Anxiety
	( AIDS/HIV
	( Arthritis

	( Asthma
	( Back pain
	( Blurred vision
	( Breathing difficulties

	( Cancer
	( Carpal tunnel syndrome
	( Chest pain
	( Chronic fatigue

	( Constipation
	( Depression
	( Diabetes
	( Diarrhea

	( Difficult concentration
	( Digestion problems
	( Dizziness
	( Fibromyalgia

	( Frequent urination
	( Feeling cold
	( Feeling hot
	( Foot pain

	( Gastrointestinal disorder
	( Gout
	( Glaucoma
	( Hepatitis

	( High blood pressure
	( Headache
	( Heart problems
	( Hives

	( Insomnia
	( Irritable bowel syndrome
	( Immune deficiency
	( Itchiness

	( Lupus
	( Lyme’s disease
	( Menstrual disorder
	( Neck pain

	( Numbness & tingling
	(Palpitation (heart)
	( Poor appetite
	( Persistent cough

	( Sciatica
	( Shoulder pain
	( Spinal misalignment
	( Spinal fusion

	( Skin problem
	( Stress
	( Tendonitis
	( T.M.J

	Other (please specify)


Briefly describe Family History:

( Mother’s side: _____________________________________________________________________
( Father’s side: ______________________________________________________________________
Women Only:

( Age of first period: ____( Date of last period: ______________( Menstruation: ( Normal ( Irregular ( Painful

( Amount: ( Normal  ( Excessive  ( Little

( Color: ( Normal  ( Dark  ( Bright  ( Clots 

( Cramping: ( Yes  ( No  ( Mild  ( Moderate  ( Severe

( Discharge: ( Yes  ( No        (  Between periods: ( Yes( No

( Color: ( Normal  ( Dark  ( Bright  ( Clots      ( PMS: ( Yes  ( No

( History of Pregnancy:

       Pregnancies Number: ___   Births: ___ Miscarriages: ___ C-Section: ___ Premature births: ___ Abortions: ___ 

( Hysterectomy: Year: ______ Hot Flashes: __ If yes, how many? ___       Night Sweats: __  If yes, how many?___

Nutrition and Lifestyle:

( How is your appetite? _________ Do you have regular eating habits? ( Yes   ( No     If no, ______times a day

( Do you crave certain foods? ( Yes: ___ ( No: ___   If yes, what foods do you crave? _____________________

( Do you smoke? ( Yes  ( No  ( Do you drink? ( Yes  ( No   ( How often _____, how many glasses ________

( Do you exercise regularly? ( Yes  ( No   If yes, What exercises do you do regularly? _____________________

( Do you sleep well?  Yes (  No (   Do you get enough sleep at night? ( Yes  ( No 

( How many hours do you sleep at night? _______

( How often do you wake up during the night? ______ ( The reason for waking _____________________________

( Describe the quality of sleep you get _____________________________

( Are you under a lot of stress? ( Yes  ( No   ( Work related? ( Yes  ( No 

( How do you manage your stress? ________________________________________________________________

( Do you get angry easily? ( Yes  ( No         Do you cry easily? ( Yes  ( No

( Do you ever feel a lump in your throat? ( Yes  ( No  ( Do you have lots of phlegm? ( Yes ( No

( How is your digestion?  ( Good   ( Bad  ( Heartburn( Acid reflux  ( Cramping ( Bloating ( Stomach gas

( How is your urination? ( Normal  ( Frequent ( Burning sensation    ( Color: ( Clear  ( Yellow

( How are your bowel movements? ( Normal ( Constipated  ( Diarrhea 

       ( Stool: ( Firm ( Loose ( Abdominal gas  ( Abdominal cramping  

( Do you feel thirsty? ( Yes   ( No     Dry mouth: ( Yes   ( No     Bitter taste: ( Yes    ( No

( Do you drink lots of water? ( Yes ( No    If yes, why?  ( Thirsty  ( Habit   ( For health

( Do you have feelings of nausea? ( Yes   ( No    Do you vomit often?   ( Yes   ( No

( Do you have headaches? ( Yes   ( No       If yes, where? ( Forehead  (  Sides   ( Back   ( Top                              

( Whole head

( How is your energy level? ( High ( Medium ( Low 

ACUPUNCTURE INFORMED CONSENT TO TREAT

I hereby request and consent to the performance of acupuncture treatments and other procedures within the scope of the practice of acupuncture on me (or the patient named below, for whom I am legally responsible) by the acupuncturist named below and/or other licensed acupuncturists who now or in the future treat me while employed by, working or associated with or serving as back-up for the acupuncturist named below, including those working at the clinic or office listed below or any other office or clinic, whether signatories to this form or not. 

I understand that methods of treatment may include, but are not limited to acupuncture, moxibustion, cupping, electrical stimulation, Tui-Na (Chinese massage), Chinese herbal medicine, and nutritional counseling. I understand that the herbs may need to be prepared and the teas consumed according to the instructions provided orally and in writing. The herbs may be an unpleasant smell or taste. I will immediately notify a member of the clinical staff of any unanticipated or unpleasant effects associated with the consumption of the herbs. 

I have been informed that acupuncture is a generally safe method of treatment, but that it may have some side effects, including bruising, numbness or tingling near the needling sites that may last a few days, and dizziness or fainting. Bruising is a common side effect of cupping. Unusual risks of acupuncture include spontaneous miscarriage, nerve damage and organ puncture, including lung puncture (pneumothorax). Infection is another possible risk, although the clinic uses sterile disposable needles and maintains a clean and safe environment. Burns and/or scarring are a potential risk of moxibustion and cupping. I understand that while this document describes the major risks of treatment, other side effect and risks may occur. The herbs and nutritional supplements (which are from plant, animal and mineral sources) that have been recommended are traditionally considered safe in the practice of Chinese Medicine, although some may be toxic in large doses. I understand that some herbs may be inappropriate during pregnancy. Some possible side effects of taking herbs are nausea, gas, stomachache, vomiting, headache, diarrhea, rashes, hives, and tingling of the tongue. I will notify a clinical staff member who is caring for me if I am or become pregnant. 

I do not expect the clinical staff to be able to anticipate and explain all the possible risks and complications of treatment, and I wish to rely on the clinical staff to exercise judgment during the course of treatment which the clinical staff thinks at the time, based upon the facts then known is in my best interest. I understand that results are not guaranteed. 

I understand the clinical and administrative staff may review my patient records and lab reports, but all my records will be kept confidential and will not be released without my written consent. 

By voluntarily signing below, I show that I have read, or have had read to me, the above consent to treatment, have been told about the risks and benefits of acupuncture and other procedures, and have had an opportunity to ask questions. I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek treatment.

                                                                                                                                   (Date)

PATIENT SIGNATURE  X                                                       

(Or Patient Representative)                                                                                                                                                                              (Indicate relationship if signing for patient)
While Oriental Medicine has a great deal to offer as a health care system, it cannot totally replace the resources available through biomedical physicians. Consequently, it is recommended that you consult a physician regarding any condition or conditions for which you are seeking acupuncture or herbal medicine treatment. 

To comply with article 160, section 8211.1(b) of NYS Education Law, we request that you read and sign the following statement:


I/We, the undersigned, do affirm that ______________________________(patient) has been advised by Danielle Walters L.Ac., to consult a physician regarding the condition(s) for which such patient seeks acupuncture and/or herbal medicine treatment(s). 

_____________________________

_______________


           Patient Signature



                 Date

_____________________________

_______________


                    Acupuncturist Signature



        Date

Notice of Privacy Practices
To our patients: This notice describes how health information about you, as a patient of this practice, may be used and disclosed, and how you can get access to your health information. This is required by the Privacy Regulations created as a result of the Health Insurance Portability and Accountability Act of 1996 (HIPAA). 

Our commitment to your privacy
Our practice is dedicated to maintaining the privacy of your health information. We are required by law to maintain the confidentiality of your health information. We realize that these laws are complicated, but we must provide you with the following important information: 

Use and disclosure of your health information in certain special circumstances
The following circumstances may require us to use or disclose your health information: 

1. To public health authorities and health oversight agencies that are authorized by law to collect information. 

2. Lawsuits and similar proceedings in response to a court or administrative order. 

3. If required to do so by a law enforcement official. 

4. When necessary to reduce or prevent a serious threat to your health and safety or the health and safety of another individual or the public. We will only make disclosures to a person or organization able to help prevent the threat. 

5. If you are a member of U.S. or foreign military forces (including veterans) and we are then required by the appropriate authorities. 

6. To federal officials for intelligence and national security activities authorized by law. 

7. To correctional institutions or law enforcement officials, if you are an inmate or under the custody of a law enforcement official. 

8. For Workers Compensation and similar programs.

Your rights regarding your health information
1. You can request that our practice communicate with you about your health and related issues in a particular manner or at a certain location. For instance, you may ask that we contact you at home, rather than work. We will accommodate reasonable requests. 

2. You can request a restriction in our use or disclosure of your health information for treatment, payment, or health care operations. Additionally, you have the right to request that we restrict our disclosure of your health information to only certain individuals involved in your care or the payment for your care, such as family members and friends. We are not required to agree to your request; however, if we do agree, we are bound by our agreement except when otherwise required by law, in emergencies, or when the information is necessary to treat you. 

3. You have the right to inspect and obtain a copy of the health information that may be used to make decisions about you, including patient medical records and billing records. You must submit your request in writing.

4. You may ask us to amend your health information if you believe it is incorrect or incomplete, and as long as the information is kept by or for our practice. To request an amendment, your request must be made in writing and submitted to our clinic. You must provide us with a reason that supports your request for amendment. Note: We must respond within 60 days. The Privacy Officer or the patient’s provider will usually do this. If the provider believes the information is complete and accurate, the provider can refuse to make any changes. 

5. You are entitled to receive a copy of this Notice of Privacy Practices. You may ask us to give you a copy of this Notice at any time. To obtain a copy of this notice, contact our clinic.

6. If you believe your privacy rights have been violated, you may file a complaint with our practice or with the Secretary of the Department of Health and Human Services. To file a complaint about our practice/consultation service, contact our Clinic. All complaints must be submitted in writing. You will not be penalized for filing a complaint. 

7. Our practice will obtain your written authorization for uses and disclosures that are not identified by this notice or permitted by applicable law. 

If you have any questions regarding this notice or our health information privacy policies, please contact our Clinic.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

By signing below, I,________________________________, acknowledge that I have received, read or had read to me, understood, and accepted the clinic’s Notice of Privacy Practices.

_______________________________________________                  _______________
                          Signature of Patient/Legal Guardian                                        Date

For office use only
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because (please specify):
Financial Agreement
1) As a service to you, this office will bill your insurance company. We ask that all insurance companies pay us directly. 
2) I authorize _____________________ Insurance Company to make payments directly to Danielle Vance L.Ac. If my current policy prohibits direct payment, I hereby instruct and direct my insurance company to make the check to me and will then pay Danielle Vance L.Ac. directly. 
3) I understand that as the patient or guardian I am responsible for all charges whether or not paid by insurance. 
4) Payment is expected within 30 days after the first statement is sent and is considered past due if a second statement is sent. 
5) IT IS IMPORTANT THAT YOUR APPOINTMENTS BE KEPT. We ask that at least 24-hours notice be given if you cannot keep your appointment. There is a $25.00 service charge for an appointment missed without notice. 
6) If the patient is a minor, a parent or guardian must be present at the first visit to sign treatment authorization and payment agreement forms before the patient can be seen. 
I HAVE READ THE ABOVE PAYMENT POLICIES AND AGREE TO THE TERMS OF THESE POLICIES. IN THE EVENT LEGAL ACTION SHOULD BECOME NECESSARY TO ENFORCE PAYMENT OF ANY CHARGES, I AGREE TO BE RESPONSIBLE FOR AND PAY ALL ATTORNEY’S FEES AND COURT COSTS INCURRED. 
SIGNED: _____________________________________ 
DATE: __________________ 
Patient or Guardian 
WITNESS SIGNATURE: ____________________________ 
